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Causes
Most of the causes of constipation in younger age groups apply to the elderly and I will not attempt a systematic classification (Table 1) . When bowels have not acted for some days after illness relatives will say 'But she hasn't eaten anything'-and they are right. Lack of food whether from starvation or illness may be a cause, especially if food is easily absorbed and lacking in insoluble cellulose residues or roughage. Lack of sufficient fluids may also cause constipation. This may be due to sweat loss in fever or hot weather, loss by vomiting, or diuresis for instance in diabetes, causing dehydration. A helpless old person can easily become dehydrated even with ample fluid on the locker, simply because nursing staff do not ensure that it is taken. Even if given frequently, much is often spilt and little swallowed. Sometimes the elderly, who have small capacity bladders and suffer frequency of micturition, habitually take insufficient fluid for fear of incontinence or the need to make frequent visits to the toilet. With old kidneys passing urine of fixed low concentration the risk of dehydration is the greater. While considering lack of essentials one should mention lack of thyroid: constipation is usual in hypothyroidism which is easily missed, as a harsh voice, dry skin, cold intolerance and slow mentality may all be attributed to old age.
Muscular weakness is often found in the elderly. The diaphragm is weak, hiatus hernia common, and chest and heart conditions may further make straining difficult. Weak abdominal muscles, wiAth hernia at various sites often ignored by patient and physician, all add to the difficulty. It is possible that the bowel musculature itself gradually weakens with age.
Bowel abnormalities such as carcinoma or diverticulitis should be considered.
Rectal stasis or dyschezia. Neglect of the normal call to stool sent up to the brain when the rectum fills may be due to a variety of reasons.
The elderly do not rush off to school or office but there may be aversion to the discomfort of the toilet. This may involve a difficult journey, climbing stairs with laboured breathing or arthritic joints, or negotiating in winter the icy steps and slippery yard to the cold outside closet. It is surprising how many old people endure such conditions in old housing which would not be tolerated by the young. Fear of pain from piles or fissure may add to the aversion.
Depression is usually associated with constipation, but I think probably the commonest cause in the elderly of neglect of the call of the full rectum is the brain dulled and damaged by cerebral vascular disease. The bowel soon becomes lethargic and overloaded and the patient ceases to be aware.
Many drugs cause constipation. Paradoxically the first to be considered are purgatives. Bowel obsession is common as the older generation were indoctrinated with the need for 'cleansing the system'. The laxatives they often take may empty the whole colon instead of only the distal portion. Physiological constipation ensues while the colon refills, which in turn is regarded as a need for more pills. Indeed many symptoms formerly attributed to constipation are now known to be due to the purgatives taken.
Among iatrogenic causes must be remembered iron, compound codeine tablets, antacids such as calcium carbonate and aluminium hydroxide, antispasmodics such as propantheline, antihypertensive drugs and ganglion blockers, drugs for Parkinsonism such as benzhexol or benztropine, and barbiturate sedatives, which for other reasons also are best avoided in the elderly.
Syndromes
Though constipation may occur in isolation or in combination with a great variety of symptoms certain syndromes (Table 2 ) occur sufficiently commonly in the elderly to justify mention. ing. Since then she had become more confused, repeatedly getting in and out of bed, and had fallen on the stairs, causing bruising but no bone injury. On admission she was confused and restless, climbing over the cot sides. There was no significant finding except a doubtful plantar response, but she was very constipated. This was treated during the next few weeks and her mental state gradually improved, though there were relapses, one being associated with a chest infection. However she eventually became able to walk, dress and attend to her own toilet, and for the last 4 months has lived a normal social life in our convalescent hospital, helping other patients by doing little jobs for them. Her niece, remembering her former confusion and restlessness, refused to have her back so she has now to await a place in a Welfare Home.
(3) Constipation may present entirely with urinary symptoms. There may be frequency of micturition, incontinence and urinary infection for which antibiotic treatment will fail unless the constipation is also treated. Or there may be retention with overflow dribbling incontinence, commonly due to faecal impaction.
(4) Spurious diarrhoea from faecal impaction is well known in geriatrics but the inexperienced nurse is often misled. It is reported that the patient is dirty and constantly soiling with faeces. When I feel the faecal masses I insist on the nurse also putting on a glove and feeling them, and she marvels to find the patient constipated with liquid faeces escaping around the irritating scybala. Sometimes a single faecal mass forms a ball-valve obstruction which a patient of mine diagnosed herself. 
Vicious circles
From the foregoing it may be seen that vicious circles (Fig. 1) Similarly on the mental side confusion, cerebral vascular disease or depression may lead to neglect of the call to stool and constipation. Chronic discomfort from this may aggravate the confusion, or pain from the fissure or piles may cause fear, and both may lead to further neglect of going to the toilet. Or there may be a crossover, as in the first case described (Mrs K.C.), arteriosclerotic dementia and depression causing constipation leading to anorexia and weight loss with suspicion of growth.
Treatment
The advantages of getting the elderly patient up, out of bed and active are many, but not least among them is management of the bowels (Table 3) . It is essential for the toilet to be near, warm, comfortable, of suitable height, and with hand grips. Unlike younger age groups the elderly are not usually short of time. (Dulcolax) . Both are thought to act after absorbtion by stimulation of Auerbach's plexus in the large intestine, and both are useful. They are best given regularly daily, the dose being gradually increased until the desired effect is obtained and then gradually reduced. However, I am afraid the practice of giving them intermittently in purgative doses still goes on.
Of all the agents used from below I would put first the exploring finger. There are well known aphorisms stressing the importance of the rectal examination. The presence of faeces in the rectum of a patient unaware of the fact is diagnostic of constipation, and the consistencewhether hard or soft-gives us further information. Digital evacuation of a loaded rectum results in surprise, relief and gratitude from patient and relatives, but this is only a beginning. Nursing staff who traditionally preside over the patient's bowels should be taught the technique of painless rectal examination-pressing backwards with the flat of the well lubricated finger before inserting the tip inwards-so that progress of treatment can be regularly checked. I recently discovered faecal retention with overflow in a patient in one of my wards. In spite of my instructions treatment was not given daily and progress was not checked. I found the condition unchanged a fortnight later and had to do a digital evacuation.
Enemas are not used routinely in our wards. The small Fletcher's enema has its advocates, and some use warm olive oil or glycerine. In general they have been, replaced by suppositories and we prefer the bisacodyl (Dulcolax) suppository. Staff should be instructed not to push it into the faecal mass but to insert it in contact with the rectal mucosa so that absorption can take place. Some like a glycerine suppository, or a moistened Beogex suppository which produces carbon dioxide with explosive effect.
Our routine is either Senokot, Dulcolax or Dorbanex at night followed by a Dulcolax suppository in the morning until regularity is achieved, attention being paid, of course, to diet and fluids.
I would stress in conclusion that the treatment of established constipation in the elderly requires a course of daily treatment and is not just a matter of an occasional aperient or enema from the District Nurse. With faecal incontinence it is worth much effort to make the patient socially acceptable again by re-educating the bowel to function at convenient times. It may take weeks rather than days of regular treatment and supervision and even then one may not be successful as the following case shows:
Mrs L.K. a woman of 82 had taken to bed a month before admission complaining of pain in the back and legs and inability to stand. She was cared for by an 89-year-old husband who found it difficult to help her to the commode. She was thin, weak and anaemic with low blood pressure and oedema of the feet. 
